The new teaching aid With the above criteria in mind, we looked for various options. In these days, plastic coated cards are quite commonly used by different organizations for ID purposes, banking or even for membership documentation. The material provided the required stiffness to make it robust. Being truly pocketable, it would provide the bearer with an instant reference source which should not take long to read. Lastly, if the card is easy to transport and to read, then it would be easier to follow the guidelines as these are scanned through each time the card is used. As the format is small, it is important that the contents are uncluttered, clear and precise. These cards could also be used by trained non-medical staff. For the previous two reasons, the first side of the card shows basic life support as recommended by the Resuscitation Council (Fig. 1) . The reverse of it contains advanced life support as used by the doctors called for an arrest. The details were agreed and a layout was designed so as to give instant visual impact on 'ventricular fibrillation' and on 'asystole' (Fig. 2) .
Typesetting was necessary because of the small pitch used to write all the needed text. Predicting the possibility of further alterations in the future, a first batch of 50 cards was produced at a cost of £20.00. If a larger number of cards was requested the relative cost of each card would have been about 20 pence! The card was cheap to produce and to distribute, with no fears of revenue consequences. All the juniors who used it found it helpful at least in their early days. The vital telephone code for Cardiac Arrest is on on the first side together with the basic life support instructions. Whilst it is hoped that members of the cardiac arrest team are well rehearsed in basic life support, this side of the card can be helpful to nursing, portering and ancillary staff. Both sides of the card are of use to trained ambulance crews and to medical staff. This card is tailor-made according to the guidelines of our local hospital, but its contents could be changed as and if required. To our knowledge, this is a unique effort into teaching and practice of CPR. We intend to distribute the card to all the doctors starting their hospital post, on the same day of joining, possibly attached to their ID card or their radio-pager. During 1987, 26 patients were referred for abdominal ultrasound examination. Their mean age was 36 years (range 12-88 years). None of these patients had a systolic blood pressure lower than 100 mm Hg. Only three patients had a pulse rate faster than 110 beats per minute. All had abdominal tenderness, bowel sounds were present in all but two of the patients and none complained of shoulder tip pain. Six of the patients had fractured lower ribs and three had a pneumothorax. Abdominal ultrasound examination was performed within 2 h -of the patients ariving in the accident and emergency department. Eight patients had abnormal examinations. In four, there was evidence of free fluid in the peritoneal cavity, three had splenic tears, two renal damage and one patient had a lacerated liver. Some of the patients had more than one abnormality. Subsequently, two patients required a laparotomy confirming a liver tear in one and a shattered spleen in the other. All patients with abnormal scans were admitted for observation. Further ultrasound examinations at a later stage were performed which showed non progression or resolution of splenic or renal haematoma. Of the 18 patients with normal ultrasound examinations, 10 were discharged home, as we felt confident that they had no intra-abdominal complications. None of these patients returned. The remaining eight patients were admitted because of other serious injuries. None required laparotomies.
Our observation agree with those of McLauchlan et al. (1988) in that patients with intra-abdominal injuries may initially have only non-specific findings. A high degree of suspicion is required in order not to miss an abdominal injury. Same as Chambers & Pilbrow (1988) we find abdominal ultrasound to be a useful tool for screening such patients. We have been able to safely discharge stable patients with upper abdominal tendesnes and a normal ultrasound examination rather than admitting them for observation, thus relieving pressure on surgical beds and saving finances. 
